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Abstract 

Mental health diagnoses serve to aid clinicians in determining the most effective treatment plans 

for patients, estimating prognoses, and communicating information between parties in different 

settings (for example, between counselors, doctors, and billing companies). To say accurate 

mental health diagnosis saves lives is no exaggeration: psychiatric prognoses predict 

symptomology, which can include severe risk factors such as suicidality, and are instrumental in 

the establishment of coping mechanisms and treatment options. In more ways than one, the 

current diagnostic system (the Diagnostic Statistical Manual of Mental Disorders, or DSM) fails 

to capture complexity of mental illness and foregoes case-by-case analysis in favor of a rigid 

categorical approach, comprised of categories that are relatively unsupported by research. No 

issue highlights these shortcomings quite like the climbing prevalence of comorbid diagnoses, or 

simultaneous diagnoses of more than one mental disorder, which leads to the complication of 

treatment plans and muddies the field’s understanding of psychopathology. In a dimensional 

model, however, this could be improved. I analyze role of comorbidity in diagnosis and the 

hierarchical nature of mental illness, as well as the existence of mental disorders on a continuum 

with normalcy (rather than black and white assessments of “afflicted” or “normal”). I also 

propose a dimensional alternative rooted in empirical evidence and suggest measures required to 

incorporate the model into clinical practice.   
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Process Analysis 

 The topic of my project, the reformation of the psychiatric diagnostic system, was 

inspired by an undergraduate research lab I was a part of during my third year at Ball State 

University. The Personality and Psychology lab, run by assistant professor Dr. Tayla Lee and 

graduate students in Ball State’s Masters-level clinical psychology program, focused primarily 

on the efficacy of various tests and measures (such as the Minnesota Multiphasic Personality 

Inventory-2-Restructured form, a common diagnostic test) and their internal scales of validity 

and reliability. During weekly lab meetings with the other research assistants and graduate 

students, we discussed the application of a new method of diagnosis: the Hierarchical Taxonomy 

of Psychopathology, or HiTOP. While we primarily focused on the externalizing spectrum, 

which includes syndromes such as Attention-Deficit/Hyperactivity Disorder and substance-

related disorders, I found myself interested in the internalizing category of disorders, which 

contains Major Depressive Disorder and Generalized Anxiety Disorder. As I will explain in the 

introduction of my paper, I have personal experience with the field of psychiatry assuming 

comorbidity between the two, even when symptomology is not present—that’s how common it 

is. Discussing the application of a system designed to acknowledge and account for comorbidity, 

thus drastically reducing unnecessary diagnoses, using two of the most commonly comorbid 

disorders as examples seemed like an obvious choice.   

 Research for this thesis was primarily done through the PsycINFO database, collecting 

reports and studies on both the DSM’s history and tests of HiTOP’s efficacy. When I could not 

find information from PsycINFO, I turned to databases Web of Science and PsycARTICLES. I 

also found myself combing editorials and critiques of the DSM. While they were not empirical 
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sources, they provided valuable insight and sources for their arguments, which I could then 

reference.  

 With the guidance of my Honors thesis advisor, Elizabeth Dalton, I formulated three 

primary drafts for this project: one for each section of the paper. My first draft was only the 

introduction, to dip my toes into the water of balancing persuasive and personal writing with a 

heavily research-based topic. Once I was comfortable with the style of writing, I drafted the 

“problem” section of the paper, or the history of the DSM, wherein I examine the structural flaws 

of the publication and break down its application. For my third and final draft, I added the 

“solution” section, which was the discussion of HiTOP as a dimensional alternative to the DSM 

as a diagnostic tool. While writing my third draft of the thesis, I revisited the previous section 

multiple times to add context—when discussing HiTOP, I realized that I was providing solutions 

to problems with the DSM that I had not yet introduced, so more in-depth research into the 

different editions of the DSM was required. Furthermore, the discussion of comorbidity was in-

depth enough to comprise its own section, so a section over comorbidity was added prior to the 

history of the DSM to provide context for the problem I intended to illustrate.  

 Over the course of the project, I had difficulties in finding opportunities to introduce my 

own voice as a writer into an empirically based report. As a fourth-year psychological science 

student, the vast majority of my academic writing has been objective and formulaic rather than 

persuasive, so an honors paper about a psychological topic was an interesting balance to strike. 

Moreover, because my audience includes both students and professionals in the field—

professors, psychologists, counselors, etc.—I am writing for different levels of familiarity with 

the DSM. Even within students of psychology, there is a lot of variability. When writing, I 

wanted to provide enough context to justify my ideas, but not so much that the readers would be 
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overwhelmed with information. Throughout the writing process I was acutely aware of the 

paper’s persuasive nature, so I was also worried that if I left out any key information, it could be 

considered a form of deception. Perhaps the worry was irrational, but it also served as a 

motivator for research. 

 This worry is also what helped me to narrow the scope of the project. I chose to only 

examine diagnosis using the DSM, rather than expanding into the International Classification of 

Diseases, which is more commonly used in other areas of the world. Moreover, I chose to focus 

on comorbidity as a flaw that HiTOP would address because of personal experience and data on 

the harmful effects that comorbid disorders can have on a patient or client’s prognosis. 

The scope of this thesis is not limited to those within the field: anyone who has been or 

knows someone who has been diagnosed with a mental health condition has reason to be 

concerned. This thesis was written for professionals and students, but its importance extends to 

the layperson. It is important that as a society, we understand the dimensional nature of mental 

illness, because the current labeling system of people as either disordered or not contributes to 

stigma against those with mental disorders.  

 Furthermore, the DSM is wrought with material that can be interpreted subjectively and is 

different to research empirically, and yet is still a dominant source in the field of psychology. It 

is crucial that we thoroughly examine a document that is commonly referred to as a bible for an 

entire discipline, hence my dive into the publication’s history and various revisions. There are 

certain flaws embedded in the foundation of the document that cannot simply be written away 

without drastic overhaul, which the system of diagnosis desperately needs—there is reason to 

believe that if the DSM continues on its current trajectory, regular and rational emotions could 

become pathologized and therefore undermine the legitimacy of diagnosis. Already, it is all too 
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common to hear people dismissing claims of depression and anxiety as feelings to overcome 

rather than legitimate medical conditions, but the lines between those two categories are 

becoming more and more blurred. As a field, students and professionals alike should be 

concerned about the foundation of both diagnosis of mental disorders and the publication on 

which research is based; as I have explained, the DSM alone is insufficient for these purposes, 

and viable alternatives do exist. Moreover, as students, we are typically so preoccupied with 

memorization of the DSM’s contents, we do not look at the concept of the DSM through a 

critical lens; therefore, I feel that psychology students would also reap benefits from reading this 

paper. After all, academics lay the foundation for careers, and I believe that it is most effective to 

rebuild a system from the ground up. 
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The Conundrum of Comorbidity: Where the DSM Falls Short as a Psychiatric Diagnostic Tool 

 The Diagnostic Statistical Manual of Mental Disorders (DSM) is the bible of the field of 

psychology. For nearly 70 years, professionals who devote their lives to studying and working 

with the human mind and all its inner mechanisms have heralded this manual as both capable and 

effective in capturing the complexity of clinical issues that may arise within the brain. The 

DSM’s purpose is to categorize mental disorders using standardized language and criteria to help 

psychiatrists diagnose clients with the same terms and easily communicate large amounts of 

information using simple diagnostic codes (“DSM history,” 2020).  

However, when the DSM-I was released, the field of psychology was still relatively 

young, and not nearly as concerned with empirical research as it is today. The DSM’s first 

edition was formulated by the opinions and experiences of experts in the American Psychiatric 

Association, or APA. Their expertise is valued, and I understand that at the time the DSM was 

first configured (circa 1952), knowledge and resources for empirical and objective research were 

limited.  

That said, I think when a model is what dictates the assessment and treatment of 

thousands of people with mental disorders, it must have its foundation in research. When 

compared with the DSM-1, the DSM-5 has significantly more empirical support behind its 

categories of diagnoses, but the style of diagnosis (selecting disorders based on clusters of 

symptoms that consistently occur together) remains the same as its predecessors (Borsboom, 

Cramer, Schmittmann, Eskamp, & Waldorp, 2011). Therefore, I believe the flaws of the DSM 

are more inherent to the publication itself rather than a product of shifting times and must be 

overcome. One such flaw is the DSM’s archaic understanding of comorbidity, or simultaneous 
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diagnosis of more than one disorder and the subsequent interactions of symptoms, in its 

facilitation of diagnosing and treating patients. 

Perhaps my interest in the flaws in the DSM is personal as well. I have firsthand 

experience with misdiagnosis and assumption of comorbidity based in the DSM. When I was a 

young teenager, I received my first mental health diagnosis: Major Depressive Disorder, or 

MDD. When I was assessed for MDD by my counselor, I was also immediately assessed for 

Generalized Anxiety Disorder, or GAD, despite the fact that the majority of my complaints at the 

time pertained exclusively to depression.  

Depression and anxiety seem to have become a singular diagnosis in today’s population 

of those who experience mental disorders, rather than two distinct entities as prescribed by the 

DSM (Brown & Barlow, 2009). That is how common comorbidity between the two is. I was not 

screened for any other anxiety disorders—not Panic Disorder or agoraphobia—or other mood 

disorders, such as dysthymia (a milder form of depression) or bipolar disorder, presumably 

because out of the mood disorders and anxiety disorders, respectively, MDD and GAD have the 

broadest diagnostic criteria.  

As it happened, I met enough of the diagnostic criteria of GAD to be diagnosed and 

therefore treated for it. Therapeutic interventions sought to combat the intrusive thoughts 

associated with both disorders but were largely focused on overcoming depression. Likewise, I 

was started on a round of antidepressants designed to combat both MDD and GAD by my doctor 

at my counselor’s recommendation; it was not until later that I would realize how ineffective this 

medication was. Because my counselor could not provide medication, as she is not a medical 

doctor, she had to convey as much information about my symptomology to my doctor as she 

could, and from there my doctor determined which medications would be most effective. While 
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it is not my primary care physician’s job to be my therapist, I was troubled by the limited 

communication between my therapist, who had context for my mental health issues, and my 

doctor, who had the ability to officially diagnose and prescribe medication. 

 It took a few years of therapy to communicate my discomfort with my GAD diagnosis. I 

was anxious, naturally, as an over-achieving high school student with advanced placement 

testing, college applications, and the prospect of moving across state lines in my near future. My 

depression made it difficult to do the work I needed to, which of course resulted in many 

episodes of panic. I was convinced I was going to fail, and that I was incapable of doing the 

work necessary to continue with my life—all symptoms of both MDD and GAD. That said, 

everything that led me to a diagnosis of GAD could be explained by both situational variables (a 

large workload, not enough sleep, and significant life changes) and my depression, which 

inhibited my work ethic, caused me to fall behind, and triggered irrational negative emotions.  

While pathological, these problems were all eventually solved as my depression slowly 

improved. The symptoms of GAD waned as my MDD was treated. In fact, my diagnosis of GAD 

impeded my treatment—it was nearly three years after my initial diagnosis of MDD and GAD 

that my GAD diagnosis was replaced with a diagnosis of obsessive-compulsive disorder (OCD). 

Following intensive therapy and several complications with psychotropic medication designed 

for MDD and GAD, my counselor and I realized that my anxiety diagnosis had led her to 

overlook my obsessive and compulsive tendencies, which went untreated because I did not have 

a formal diagnosis of obsessive-compulsive disorder. My antidepressants, which worsened my 

obsessive-compulsive symptoms, were switched, and the therapeutic process was completely 

changed.  
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This is no fault of my therapist, of course; I am a student of psychology, and I, too, am 

taught that the DSM is the basis for assignment of disorders. Because of an overall lack of 

acknowledgment of the phenomenon of comorbidity in the DSM, mental health professionals 

lack guidance on diagnosis when symptom clusters that characterize more than one disorder are 

present.  

While I understand that my experience is anecdotal evidence at best and far from 

empirical, I began to wonder: how many people are slapped with diagnoses that “make sense” in 

their situations (such as GAD for a stressed high school student who has already been diagnosed 

with a mood disorder) and then treated for disorders that they may or may not have? How much 

of psychopathology is assessed based on pre-existing conditions, or overlooked because 

symptoms do not fit into previously established diagnoses? Furthermore, why does a manual that 

assigns treatment based on clusters of related symptoms and little else dictate treatment plans for 

people across the country? As it happens, I was far from alone in my experience. Within the field 

of psychiatry, multiple diagnoses are encouraged so the entirety of an individual’s 

symptomology is captured and therefore addressed in clinical treatment, regardless of 

consequences. Efficiency is prioritized over careful assessment of presenting psychopathology in 

individuals (Pincus, Tew, & First, 2004). 

Mental disorders are complex and often transdiagnostic, or existing beyond the specific 

criteria for individual diagnoses in the DSM. The DSM, while historically relevant and widely 

used, is faulty because of its oversimplification of mental illness. Attempts have been made to re-

classify mental disorders within the DSM in order to account for comorbid disorders, but I do not 

think that adding to a system with a shaky foundation makes sense. Rather, this thesis serves to 

suggest a replacement for the DSM: a model for diagnosis that is based on empirical research, 
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and that allows for the treatment of individuals as individuals rather than walking clusters of 

symptoms, while also presenting greater understanding of how multiple diagnoses may interact.    

The purpose of this thesis is also to explore the incidence of comorbidity and how it has 

climbed with each new edition of the DSM. The DSM’s original purpose was to classify and 

diagnose in a way that is easy to communicate and understand, but this mission is muddied by 

overlapping diagnoses and subjectivity. The field of psychology desperately needs a model that 

integrates biological, psychological, personality-related, and social components of each mental 

disorder, which is precisely what I seek to explore. Treatment for mental disorders is still far 

more experimental than the field of psychology—which emphasizes research and ethics—would 

like to admit and can have lasting consequences if not correctly administered (Al-Asadi, Klein, 

& Meyer, 2014).  

Issue of Comorbidity 

 Of the DSM’s flaws as a diagnostic tool, comorbidity between mental disorders is 

perhaps the most troubling to the public. The issue of multiple diagnoses puts clients at risk for 

overmedication, ineffective therapeutic techniques, and wrongful assumptions about mental 

health experience because of the labels applied to patients (Rief, Wittchen, & Frances, 2013), all 

of which can severely impair treatment.  

Listing a series of diagnostic codes, as the DSM advises, instead of individual symptoms 

may lead to treatment of several different disorders, even if the individual only experiences some 

symptoms of each (Andrews, 2018). Resulting comorbid disorders may impact therapeutic 

treatment by impeding detection of mental disorders in clients, altering predicted prognoses for 

the disorder and consequent treatment, and interfering with the type of therapy selected for the 

client (Dell’Osso & Pini, 2012).  
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Comorbidity has become more and more common with each edition of the DSM because 

of a field-wide need to encompass and treat every presenting symptom, with DSM-IV going as 

far as to encouraging multiple diagnoses to maximize the amount of information a clinician 

could convey about a patient (Pincus et al., 2004). While this sounds effective in theory, the 

health system is simply not equipped to handle this practice. When multiple diagnoses are 

communicated with limited exclusionary statements from the DSM (typically advising clinicians 

against diagnosis if symptoms are “better explained by” or “due to” a different diagnosis), 

treatment plans and the causality of symptoms are left up to the appraisal of clinicians, whose 

decisions are not empirical and highly subjective (Pincus et al., 2004).  

Prevalence 

In a study assessing the instance of comorbidity in 12-month mental health diagnoses, 40 

percent of subjects with one diagnosis met the criteria for a second (Kessler et al., 2005). A 

separate study indicated that 55 percent of patients treated for an anxiety or mood disorder within 

12 months of participation had at least one comorbid anxiety or mood disorder, a figure that 

climbed to 76 percent when patients were asked whether they had been treated at any point in 

their lives (Brown, Campbell, Lehman, Grisham, & Mancill, 2001).   

Comorbidity between mental disorders has also served as a predictor of seriousness of 

mental illness. Nearly one quarter of Americans have some form of psychopathology, with 

anxiety disorders being the most common and mood disorders not far behind (Kessler et al., 

2005). A very small proportion (5.7 percent) of Kessler et al.’s (2005) study sample of 9282 

people exhibited severe symptomology. Kessler et al. (2005) distinguished severe cases as 

meeting at least one of a list of criteria, including a suicide attempt with a highly-lethal method, 

serious violence as a result of an impulse control disorder, the leaving of a role (such as a job) for 
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30 or more days because of symptoms, etc. These serious cases were highly correlated with 

comorbidity; almost 80% of severe cases had more than one disorder.   

Comorbid diagnoses have been correlated with increased suicidal ideation in separate 

studies, as well—no causality can be assumed, but when examining suicidality in particular, 

those experiencing multiple clusters of symptoms are at higher risk (Al-Asadi et al., 2014). The 

same study found that those with comorbid diagnoses had less social support and reported lower 

quality of life (Al-Asadi et al., 2014). Not only is comorbidity rampant in the field of psychiatry, 

it is also largely present in individuals who require the most help from psychiatrists, which 

exemplifies a desperate need to understand the phenomenon clearly.  

Origins of Comorbidity 

 The nature of mental illness is still somewhat of a mystery to professionals in the field of 

psychology. There are many empirically-supported theories that partially explain certain 

components of mental illness—theories that explore the influences of genetics, 

neurotransmitters, brain structure, and developmental issues (Borsboom et al., 2011). As a result, 

the origins of comorbid disorders are foggy; that said, it is highly unlikely that comorbid 

disorders are simply two (or more) disorders sharing a singular root cause, as even singular 

diagnoses often have multiple causal components.  

 Moscati, Flint, and Kendler (2016) explored the incidence of comorbidity between mood 

disorders and anxiety disorders in an attempt to pinpoint predictors of comorbidities. As 

expected, many different origins were identified. The genetic underpinnings of MDD are very 

similar to the underpinnings of anxiety disorders. Both severely distressing life events and 

genetic predispositions for a neurotic personality were shown to trigger the development of both 

types of disorder. Participants who met more DSM-IV criteria for MDD were more likely to have 
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a diagnosis of GAD (Moscati et al., 2016). This study epitomizes the notion that there is no one 

source of comorbid disorders, although the correlation between DSM-IV criteria for MDD and 

diagnosis of GAD hints that the way the field classifies disorders lends itself to comorbid 

diagnoses. If two disorders are significantly correlated with one another, it begs the question of 

whether or not the disorders should be classified at one and the same. 

Issues of classification When arguing why comorbid disorders are a prominent flaw in 

the current diagnostic system, it is important to specify that the prevalence of people who 

experience symptoms associated with multiple disorders is not the issue at hand. The problem 

that plagues the field of psychiatry is how these patients are handled, and how the system of 

diagnosis fails them and can lead to unnecessary and/or unhelpful treatment plans. Comorbid 

disorders are a very real phenomenon, and high incidence of comorbidity is not merely the result 

of overzealous clinicians. Nonetheless, a closer look at the current system of diagnosis reveals 

that clinicians’ assumptions of comorbidity between certain disorders may have some basis in 

how mental disorders are classified rather than in observation of each individual case. The term 

“comorbidity” is used to refer to both people who experience the symptoms of multiple disorders 

and to the greater-than-chance probability that people diagnosed with one disorder will be 

diagnosed with another due to correlations between symptoms (Krueger & Markon, 2006). The 

lack of differentiation between the two is problematic, because one is a population in need of 

treatment, while the other is a taxonomical error.  

The broad criteria of mental disorders in the DSM may also be partially responsible for 

high prevalence of comorbid diagnoses. When categories are broader and less concise, clinicians 

may feel compelled to diagnose other disorders to differentiate two clients with the same 

diagnosis, but who are very different (Conway et al., 2019). For example, there are eight 
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characteristic symptoms of depression in the DSM, and for a diagnosis, one must experience at 

least five of them (American Psychiatric Association, 2013). Two people with depression may be 

very different in their symptomology: one person may experience depressed mood, fatigue, 

slowed physical movement, significant weight gain, and feelings of inappropriate guilt. Another 

person with the same diagnosis may experience a loss of interest in regular activity without 

depressed mood, significant weight loss (without dieting), an inability to concentrate, slowed 

thoughts, and suicidality (American Psychiatric Association, 2013). Depression (MDD) is one of 

the most commonly diagnosed mental disorders (Kessler, Chiu, Demler, & Walters, 2005), and a 

closer look at the variety of symptoms may help elucidate why. The sharing of a diagnosis 

implies homogeneity of symptoms, when in fact their experiences and symptoms are quite 

different. To illustrate just how high inter-disorder levels of heterogeneity can be, Galatzer-Levy 

and Bryant (2013) used a binomial equation to solve for the number of possible symptom 

combinations for a diagnosis of post-traumatic stress disorder (PTSD) according the DSM-IV, 

and found 79,794, which is far from the standard of homogeneity within disorders that the DSM 

hopes for. This was not the only finding, however: when assessing the DSM-V, which broadened 

PTSD symptoms to ease diagnosis, this number multiplied eightfold: there are now 636,120 

distinct ways that PTSD can manifest in a person.  

This phenomenon’s effects are wide-reaching, and not helped by the fact that nearly half 

of the symptoms listed in the DSM are connected to more than one diagnosis (Borsboom et al., 

2011). To contend with the issue, the DSM includes corollaries that narrow the scope of each 

disorder by banning the diagnosis of disorders with symptoms that are already explained by 

existing diagnoses—for example, GAD should not be diagnosed if symptoms only occur during 

the incidence of a mood disorder, such as dysthymia (a less severe version of MDD). As 
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mentioned, these caveats leave the judgment of causality up to the clinician, who may ignore the 

criterion because they do not believe one disorder is causing another. Abiding by this criterion 

may also lead the clinician to overlook GAD-like symptoms, which may cause great distress and 

warrant treatment regardless of whether there is an official diagnosis.  

The alternative, ignoring the corollary, is not an appropriate option, either. When the 

criterion regarding GAD’s diagnosis during the incidence of a mood disorder is ignored, for 

example, the rate of comorbidity between dysthymia and GAD jumps to 90 percent because of 

common symptoms (Brown et al., 2001). It is clear that in the DSM, the only exclusionary 

hierarchies that exist to prevent complete overlap between disorders may be ineffective and may 

place too much responsibility on the shoulders of clinicians, who should not have to determine 

causality.  

History of the Diagnostic Statistical Manual (DSM) 

In order to comprehend the extent to which the DSM’s conception is the basis of many of 

its flaws, including but not limited to excessive comorbidity, the history of the publication must 

be examined. While the DSM has served the field of psychology well, many of its disorders still 

have symptoms that overlap, thus making comorbid disorders a common occurrence (Al-Asadi et 

al., 2014). When attempting to classify individuals, psychiatric professionals tend to err on the 

side of caution and diagnose individuals with as many disorders as it takes to encompass any and 

all pathological symptoms that the individual is experiencing (Pincus et al., 2004). Even in the 

most recent revisions of the DSM, the diagnoses do not account for the complexity and 

interaction of mental health issues because ultimately, that is not its purpose.  

The DSM does not include recommendations for treatment, but because of the authority it 

has accumulated throughout its existence, many modern researchers formulate treatments—both 
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therapeutic and pharmacological—that are tailored to specific disorders listed in the DSM 

(Dell’Osso & Pini, 2012). In addition, clinicians may not have the time, resources, or incentive to 

critically assess the diagnostic criteria of the disorders they administer because of the prevailing 

model’s assumed efficacy (Ruggero et al., 2019). Because of its nature as a tool for classification 

rather than for prescription of treatment, the DSM serves as a mediocre foundation for 

administering wellness plans.  

Pre-DSM Assessment and Classification 

  Psychiatry was recognized as a formal medical practice in America in 1844 (Suris, 

Holliday, & North, 2016). A greater need for a standard classification system of abnormal 

behavior arose with psychiatry’s increased recognition as a legitimate field. With the prominence 

of psychiatry and psychodynamic therapy (an early school of psychology based largely in the 

works of Sigmund Freud, dealing with the unconscious and physical links between the body and 

the mind), it became more common to address behavioral issues and illnesses that interfered with 

day-to-day life, but were not severe enough to mandate institutionalization.  

 Prior to the publication of the DSM and the establishment of the American Psychiatric 

Association (APA), mental illness classification was limited to the Bureau of the Census, and 

was not intended to diagnose illness but rather to regulate the treatment of the mentally ill who 

were, at the time, institutionalized. For the most part, mental health concerns were not 

acknowledged outside of those referred to as clinically insane (Grob, 1991).  

 In 1918, the Bureau of the Census and the APA (then called the American Medico-

Psychological Association) recognized the need for the uniform nosology, or naming, of mental 

illnesses and abnormal behavior. Prior to the first DSM, these two organizations published the 

Statistical Manual for the Use of Institutions for the Insane, or SMUII (Grob, 1991). The naming 
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of this manual speaks to the initial goals of creating a standardized system of classification: the 

intended audience were workers in asylums and mental health institutions, which, by today’s 

standards, were far from desirable manners of treatment.  

The SMUII connected most psychiatric diagnoses with somatic abnormalities, which was 

consistent with the school of psychiatry that was dominant during the early years of the 

profession. Clinical insanity was heavily correlated with physical disease and disability, as those 

mental illnesses were the only ones that mandated a psychiatrist (Grob, 1991).  

DSM-I 

DSM-1 was produced as a subsect of the International Classification of Diseases (ICD) 

following World War II, in 1952, which inspired closer inspection and consideration of mental 

health as a serious problem in veterans (“DSM history,” 2020). Unlike its predecessor, the 

SMUII, DSM-I contained more psychodynamic components and “milder” diagnoses, i.e. 

diagnoses without apparent physical incapacitation. Mental diseases were slowly reclassified as 

disorders that lie on a spectrum between wellness and illness, and the psychiatrist profession 

broadened to encompass behavioral disorders and what were then referred to as 

“psychoneuroses,” or distress reactions to stimuli that were dysfunctional and abnormal.  

Unlike future editions of the DSM, the DSM-I did not provide sets of symptoms to 

accompany the diagnoses: the DSM-I was essentially a list of disorders and their subtypes that 

could be used by psychiatrists across the country (American Psychiatric Association, 1952). 

Because it was used to provide population statistics rather than formal diagnoses and prescription 

of treatment (which was extremely limited at the time of publication: in 1952, asylums were still 

commonplace and psychotherapy was in its early stages of development), DSM-I did not allow 

for more than one diagnosis to be applied to the same person (Suris et al., 2016). Thus, the 



CONUNDRUM OF COMORBIDITY  17 

 

occurrence of comorbidity is not written into the foundation of the DSM, but it became more 

prevalent as both professional and public perception of mental illness shifted.  

The catalysts for the creation of DSM-I were five existing diagnostic classification 

systems that were already being used, but in varying settings: the insane asylums in America, the 

Army, the Navy, the Department of Veterans Affairs, and the APA. Despite being published by 

the APA, the DSM-I was largely based on the existing system of diagnosis used in the 

Department of Veterans Affairs (Suris et al., 2016). DSM-I was written as a variant of the sixth 

edition of the ICD, published by the World Health Organization, and only included psychiatric 

diagnoses while the ICD encompassed all medical diseases and disorders. Both the ICD-6 and 

the DSM-I contained categories for disorders based on the Veterans Administration 

classification: ten categories for psychoneuroses or “reactions”, and seven categories for 

behavioral, character, and/or intellectual disorders (“DSM history,” 2020). The DSM would 

relabel these two categories as diseases with “established organic brain disease,” and disorders 

that resulted from psychoneuroses and/or personality. Essentially, the APA combined previously 

existing systems into one document intended for universal use rather than doing its own research 

in order to empirically categorize observed conditions: a concept that would horrify psychiatrists 

today. 

 While more the DSM was more efficient than the SMUII, a study conducted by Gurland 

et al. (1970) highlighted the flaws within the DSM and established needs for improvement. 

Samples were drawn from New York City and London to compare diagnostic criteria and 

incidence of mental illness recorded in each country’s census data, with a focus on severe 

disorders with strict and discrete criteria, such as schizophrenia. Despite emphasis on uniformity, 

the lack of empiricism in the DSM led to large discrepancies between the United States’ 
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diagnoses and the United Kingdom’s diagnoses (Suris, et al., 2016). The lack of reliability in the 

DSM-1 and DSM-II was evidenced by the number of American patients with schizophrenia who, 

in the United Kingdom, would have more likely been diagnosed with manic-depressive illness 

(now referred to as bipolar disorder). This study emphasized not only an error in the DSM’s 

diagnostic capabilities, but also its inability to reliably classify the disorders as it was intended. 

To preserve the reputation and medical legitimacy of the psychiatric profession, a major overhaul 

of the DSM was put in order.  

DSM-III 

 DSM-III has been referred to as a “paradigm shift” (Suris, et al., 2016) in the way 

psychiatrists utilized the DSM. DSM-II, published in 1968, expanded upon DSM-I with the 

addition of new disorders, the inclusion of a child/adolescent disorder section, and the removal of 

the word “reaction,” which DSM-I had used to attribute abnormal behavior to reactions to stimuli 

rather than internal medical issues (“DSM history,” 2020). DSM-II also eliminated the first 

edition’s prohibition of comorbid disorders. While these changes were important enough to 

mandate a new edition of the DSM, they were relatively minor. The APA was simply adding to a 

system of classification that reflected post-war notions about mental illness. DSM-III, published 

in 1980, is far more reflective of how mental illness is handled in a clinical setting today than its 

predecessors.  

 DSM-III provided a standardized definition of a mental disorder, which is still in use as of 

the publication of the DSM-V in 2013: 

…a clinically significant behavioral or psychological syndrome or pattern 

that occurs in an individual and that is associated with present distress (e.g., 

a painful symptom) or disability (i.e., impairment in one or more important 
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areas of functioning) or with a significantly increased risk of suffering 

death, pain, disability, or an important loss of freedom. In addition, this 

syndrome or pattern must not be merely an expectable and culturally 

sanctioned response to a particular event, for example, the death of a loved 

one. (American Psychiatric Association, 1980) 

The shift away from the term “psychoneurosis” was a step further than the DSM-II had taken in 

its elimination of the term “reaction.” The field of psychiatry was slowly moving away from the 

likes of Sigmund Freud and into the view that psychiatric disorders were medical conditions and 

not merely emotional disturbances (Bayer & Spitzer, 1985). “Neurosis,” however, was a 

category of disorders in the previous editions, so the banning of the term was more complicated 

than previous nomenclature alterations because it mandated a complete redefinition of mental 

illness. There is limited empirical evidence to suggest that it was (and is) a sufficient tool for 

diagnosis rather than classification.  

As with its future incarnations, the manual also does not acknowledge how disorders 

interact with one another; the only cautions against comorbidity are statements in the diagnostic 

criteria advising against diagnosis if symptoms are better explained by a different—often 

similar—diagnosis (American Psychiatric Association, 1987). In the revised version of DSM-III 

(DSM-III-R), there are several studies that suggest a large proportion of mental health patients 

have comorbid diagnoses, indicating that cautionary statements are far from enough to prevent 

this issue (Dell’Osso & Pini, 2012). Rather than aiding clinicians, these warnings caused mass 

confusion within the field (Krueger & Markon, 2006). The causality of mental disorders and 

their symptoms—and therefore whether an individual should be diagnosed—has been unclear 

since the notion of mental health was introduced, despite the large body of research devoted to 
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the topic, leaving clinicians without a basis for judgment calls mandated by the DSM (Krueger & 

Markon, 2006). 

DSM-V  

The Chair and Vice Chair of the DSM-V intended for this revision to be another 

“paradigm shift” in the field of psychiatry (Widiger & Crego, 2014). Mental disorders are 

nuanced and exist on spectrums, and the DSM-V was originally intended to reflect this reality. 

Fortunately, a couple of spectra were introduced in the new edition: autism spectrum disorders, 

schizophrenia and related disorders, and substance use disorders were all placed on spectrums in 

the DSM-V (Widiger & Crego, 2014). While this is a marked improvement and a step away from 

a problematic disorder-focused approach, it is unclear as to why dimensional approaches for 

other disorders (specifically personality disorders) were not included when the very introduction 

of the DSM-V states “…the once plausible goal of identifying homogenous populations for 

treatment and research resulted in narrow diagnostic categories that did not capture clinical 

reality, symptom heterogeneity within disorders, and significant sharing of symptoms across 

multiple disorders” (American Psychiatric Association, 2013). The superiority of a dimensional 

model of diagnosis over a categorical one is acknowledged, but minimally included in DSM-V. 

Regarding the disorders themselves, there were several proposals to loosen the criteria of 

existing diagnoses (Rief et al., 2013). With lower thresholds for diagnosis, it is entirely possible 

that people will be stuck with more diagnoses than necessary to effectively treat their 

psychopathology, thereby including more potentially conflicting treatment plans. This is 

dangerous, because people who experience comorbid mental disorders tend to have poorer 

prognoses, so there is additional risk associated with improper arrangement of treatment (Al-

Asadi et al., 2014). Misdiagnosis can be risky enough, with many treatments involving 
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psychotropic medications and alterations to therapy, but it is especially worrisome when patients 

are already in high-risk situations.  

There was a significant amount of resistance against one proposal in particular: the 

removal of the bereavement clause of MDD. There exists a criterion in the current diagnosis for 

MDD that states an individual cannot be expressing depressive symptoms in response to a recent 

loss or upheaval, as the nature of their depression would be grief rather than psychopathology 

(Widiger & Crego, 2014). By removing this statement, a healthy human response to 

environmental stimuli would be considered pathological. Nevertheless, the work committee 

devoted to researching this proposal did find empirical support to remove this criterion—their 

field studies had higher reliability than several existing diagnoses in the DSM (Wideger & Crego, 

2014).  

In response to public outcry, DSM-V leaves the determination of whether bereavement is 

a mental disorder up to clinicians rather than setting a clear boundary in its contents as was 

intended. Admittedly, the authors of DSM-V were put into a difficult position—they were 

required to choose between a decision backed by empirical evidence and a decision heavily 

impacted by public perception and criticism. While they cannot be blamed for opting a middle 

path in an attempt to fulfill both empirical obligations as a scientific publication and the public’s 

desires, this conflict made one thing clear: there continues to be debate over the role of the DSM. 

 If the goal is to classify and fit clusters of symptoms, or syndromes, into a taxonomy, 

empirical evidence should be prioritized. However, if the DSM is to remain a diagnostic 

mechanism, it must communicate clear criteria for each disorder, and pay some mind to the 

interests of the public. A diagnostic tool demands nuance. In trying to encompass all possible 



CONUNDRUM OF COMORBIDITY  22 

 

symptoms to treat (including pathologizing emotions like grief or the tantrums of children with 

low self-inhibition capacity), we have toed the waters of overdiagnosis.  

Regardless of its role, the DSM authors must be mindful of how the document addresses 

the issue of comorbidity: there is clearly trouble with labeling individual disorders without 

acknowledgment of overlap and/or interaction of various symptoms from a taxonomical 

standpoint, as well as issuing multiple diagnoses that complicate treatment plans and jeopardize 

mental health. Unlike the introduction of controversial new criteria for DSM-based disorders 

(such as pathologizing bereavement), which prompt choosing between scientific reliability and 

public interest, refusing to acknowledge comorbidity is neither beneficial to the public nor based 

in empiricism.  

 Empirical issues DSM-V is subject to criticism because of its conceptual and structural 

flaws; however, it is also wrought with errors pertaining to research. Two statistical components 

that researchers are especially concerned with are validity, or the ability of a mechanism to 

measure what it was intended to measure, and reliability, or a mechanism’s ability to consistently 

achieve the same results. One statistic that is commonly touted by promoters of a dimensional 

approach to diagnosis is the nearly 40 percent of diagnoses tested in DSM-V’s field trials that 

received insufficient interrater reliability, or level of consensus among reviewers of material 

(Ruggero et al., 2019).  

 During the DSM’s creation, strict sets of guidelines that mandated thorough support for 

any changes made to the DSM-IV were imposed (Kendler, 2013). However, these guidelines 

were not necessarily followed, as the committee members whose job it was to review and 

enforce these guidelines were plagued by conflicts of interest. In spite of these conflicts, the 

committee members were allowed to review and enforce guidelines anyway, because there was 
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neither time nor resources to solve the issue in a way that was both ethical and efficient (Widiger 

& Crego, 2014).The DSM is formulated by research groups who specialize in particular 

diagnoses—if a review committee member is also a member of a research group (which several 

were), their ability to critically analyze diagnoses proposed by their own research groups may be 

impeded. To optimize the review process, review committee members ought to be carefully 

selected from pools of professionals not involved in these workgroups.  

Subjectivity in the DSM The lack of validity and reliability is made even more troubling 

by the absence of a “gold standard” (Widiger & Crego, 2014) in the DSM. The amount of 

evidence necessary to confirm diagnoses as valid, reliable, both, or neither is entirely arbitrary 

because mental health diagnoses are, by nature, subjective, and therefore guided by inference and 

supported by data. This lack of objectivity makes it extremely difficult to create empirically 

supported categories for diagnoses, therefore the disorders that are researched and included in the 

DSM are essentially constructed by the authors of the DSM. The DSM authors include or exclude 

disorders that have been proposed by work committees whose research interests relate to the 

proposed disorders, but without a “gold standard” for the amount of trials/threshold of reliability 

or validity requirement.  

All of this being said, the field of psychiatry cannot afford to eliminate and/or reform the 

DSM without formulating a different—and improved—model of diagnosis. The DSM-V began to 

touch upon an approach whose effectiveness is empirically supported in both a research context 

and in the clinic.  

A Dimensional Approach 

 The DSM takes what many psychiatrists refer to as a disorder-focused or categorical 

approach. Clients who are assessed either have a disorder, or they do not; they are separated into 
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two populations and treated as such. While its contents are still categorical in nature, DSM-V 

proposed an alternative: the dimensional approach, which posits that all of psychopathology 

exists on a continuum. For example, on the substance use disorder spectrum in DSM-V, there are 

varying levels of severity: pathological use of substances (such as for emotional coping) is 

referred to as dependence, which is different from addiction, where an individual must consume 

the substance or face severe physical and psychological withdrawal (American Psychiatric 

Association, 2013). Both are technically considered the same illness, but with varying levels of 

severity, which mandate different treatment plans. This is a start to the adoption of a dimensional 

model of psychopathology, but I believe that the system of diagnosis desperately needs to apply 

the dimensional philosophy to all disorders.  

 Categorical components would not be completely absent from a dimensional model, as 

distinct categories are necessary for the purposes of billing and concise communication. When 

describing the severity of mental disorders, a dimensional model recommends the use of “cut 

points,” which divide scores on diagnostic measures into mild scores, moderate scores, and 

severe scores (Ruggero et al., 2019). These cut points are still being researched and are unique to 

each disorder, as they are based on levels of maladaptive personality traits exhibited by 

individuals and allow for flexible estimates that can be tailored to individual cases. If a patient is 

seeking risky and experimental treatment, for example, clinicians may abide by more 

conservative estimates of these levels in order to communicate a gradual introduction of the 

treatment. Testing for levels of severity, using an apparatus such as the Minnesota Multiphasic 

Personality Inventory-2-Restructured Form (MMPI-2-RF), which is designed to empirically 

examine maladaptive personality traits and other psychiatric dysfunctions, can bridge the divide 

between the categorical conceptualizations of mental illness mandated by medical documentation 
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and insurance companies by assigning quantitative scores to dimensional components (Lee, 

Sellbom, & Hopwood, 2017). This way, a progressive dimensional approach to diagnosis is 

maintained, but the mechanism remains functional within the current system of communication 

between clinicians, doctors, and insurance companies.  

There are several drawbacks to categorical models, including but not limited to the 

inability to connect highly specific phenotypes (disorders) listed in the DSM to genetic 

biomarkers, failure to account for the experience of atypical symptoms, and the inflation of 

comorbidity (Dell’Osso & Pini, 2012). Boundaries between “normal” and pathology are 

arbitrary, because while the DSM does mandate a certain number of criteria for diagnosis, it does 

not consistently prescribe how severe symptoms need to be in order to “count.” For example, it is 

up to individual clinicians to determine whether their client is exhibiting a depressed mood that 

is severe enough to warrant a mental health diagnosis—a decision that can seriously impact the 

client’s mental wellness, financial aid/insurance coverage, and treatment plans. A dimensional 

system would be advantageous because it is, in theory, capable of addressing both diagnostic 

shortcomings and empirical unreliability of the DSM. 

Biological Roots of Psychopathology 

 As previously discussed, the exact causes of psychopathology remain unclear, and more 

research must be conducted if the field hopes to rectify the diagnostic system. Krueger and 

Markon (2006) suggest that all mental disorders are manifestations of latent liability factors, 

which trigger symptoms that are then grouped based on their correlations with one another to 

form syndromes/disorders. There is evidence to support the notion that genetic biomarkers signal 

these latent liabilities, which favors a dimensional approach. The same support was not found for 
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individual DSM diagnoses due to the narrowness of the DSM’s categories (Kapur, Phillips, & 

Insel, 2012).  

Neurobiological factors such as brain structure also support dimensional models. For 

example, anhedonia, or the inability to feel pleasure, is directly related to divergent function of 

the ventral striatum: a part of the brain involved in decision-making and feelings of reward 

(Sharma et al., 2017). This single functional error accounts for a symptom that characterizes 

several different disorders, thereby putting people at risk for comorbid diagnoses and conflicting 

treatment plans because of a single underlying factor. However, if a dimensional model is being 

used to diagnose, a clinician would not be seeking out every diagnosis with “anhedonia” listed as 

a symptom; rather, they may examine broader classes of disorders marked by anhedonia (such as 

the entire class of mood disorders) without pressure to apply one diagnosis or another. 

Neurobiological factors tend to account for general symptoms, which are the focus of 

dimensional models, rather than clusters, which make up the structure of the DSM. 

Rather than supporting orthodox diagnoses by comparing clinical cases to “normal” cases 

without modifying preset hypotheses, Kapur et al. (2012) recommend that psychopathology 

research should be devoted to finding groups of homogeneous syndromes within a clinical 

population of those who are vulnerable to general psychopathology. Unlike the DSM, a 

dimensional model composed of exclusionary hierarchies lends itself to longitudinal studies with 

standardized measures, which can aid the establishment of biological and genetic factors as 

predictors of psychopathology.  

Subthreshold/Atypical Symptoms 

One key feature of a dimensional model is the ability to convey the severity of a disorder, 

as well as symptoms that do not meet diagnostic thresholds (Brown & Barlow, 2009). For 
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example, a person with MDD may experience obsessive and intrusive thoughts, which are not 

symptoms of MDD according to the DSM. However, obsessive thoughts alone are not enough to 

warrant a separate diagnosis of OCD, so there are two options: either let the lone diagnosis of 

MDD stand alone and potentially overlook the symptom during treatment, or diagnose the client 

with OCD and risk treating for symptoms that are not present in the individual but are 

characteristic of OCD, such as neutralizing anxiety with repetitive behaviors (compulsions). 

Symptoms such as the obsessive thoughts described above are referred to as “sub-threshold,” or 

below the threshold of diagnosis, but still clinically noteworthy.  

 Diagnostic thresholds are a component of the DSM that many experts take issue with 

(Kotov et al., 2017). Diagnosis is contingent upon these thresholds at which symptoms are 

considered clinically distressing and/or disabling; however, clinicians have limited guidance 

regarding these thresholds. Within the DSM, there is no rule regarding when symptoms can be 

considered pathological (Andrews, 2018), thereby once again leaving decisions that should be 

based in empirical evidence entirely up to individual clinicians.  

With a dimensional model, however, atypical symptoms can be addressed by broadening 

categories of diagnosis. The client in the previous example may be diagnosed with a broad 

“internalizing disorder,” which encompasses symptoms of MDD and OCD alike (see Figure 1), 

while also indicating the severity of each syndrome (moderate/major depressive symptoms, mild 

obsessive-compulsive symptoms). With this form of diagnosis, the problem of comorbid 

diagnoses is accounted for by the grouping of related syndromes, which communicates enough 

information to assist personalized treatment while remaining concise (“About HiTOP,” 2019). 

This way, distressing and potentially devastating symptoms can be discussed and treated, thereby 

increasing focus on client welfare. 



CONUNDRUM OF COMORBIDITY  28 

 

Inflation of Comorbidity 

 Comorbid disorders may be less common than current figures suggest because of 

underlying correlations between disorders in the DSM—a patient’s symptom of negative 

emotionality may earn comorbid anxiety and mood disorders, because both classes of disorder 

share a common underlying factor, commonly referred to as the “internalizing factor” (Lee et al., 

2017). Simply put, the internalizing factor represents a general latent liability that accounts for 

high rates of comorbidity between mood disorders and anxiety disorders (Andrews, 2018). In 

dimensional models that include this factor (most do), comorbidity is directly addressed by the 

grouping of related syndromes that are commonly comorbid beneath a higher-order dimension 

(“About HiTOP,” 2019). The internalizing factor is only one example of an underlying factor 

that gives rise to broad spectra—others include the externalizing factor, which encompasses 

disorders related to impulsivity, aggression, antisocial behavior, and substance use, and a thought 

disorder spectrum, which includes disorders distinguished by psychosis, delusion, and/or 

paranoia (Lee et al., 2017).  

 The creation of a broad “internalizing” category does not mitigate the importance of more 

specific diagnoses. The internalizing factor maintains distinction between diagnoses such as 

OCD and MDD by bifurcating into two subtypes: fear disorders, which are characterized by 

feelings of helplessness and panic, and mood disorders, which are distinguished by negative 

emotionality. It is not uncommon for fear and negative emotionality to exist simultaneously, 

hence the need for a broad spectrum that accounts for both constructs. The importance of the 

inclusion of broader spectra in the diagnostic system is exemplified by empirical evidence that 

asserts the superiority of the internalizing factor’s predictive abilities over those of the DSM: the 

internalizing factor is more adept in predicting future suicidality, physical symptoms (such as 
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chest pain or ulcers), and future pathology than individual DSM diagnoses (Eaton et al., 2013). In 

sum, the inclusion of higher-order dimensions in a diagnostic model addresses and incorporates 

the incidence of comorbidity and is more effective in clinical treatment than the current model.  

Hierarchical Taxonomy of Psychopathology (HiTOP) 

One prominent dimensional model that is gaining traction in the field of psychiatry is the 

Hierarchical Taxonomy of Psychopathology, or HiTOP. This taxonomy was introduced by a 

consortium of researchers who developed the hierarchies by reviewing and integrating hundreds 

of relevant studies into the approach in order to ensure a firm foundation in empirical data 

(Conway et al., 2019). This model is a work in progress, but despite its recent genesis in 2015, 

there is already an impressive body of research to support its organization and efficacy as both a 

research tool and a diagnostic tool (Kotov et al., 2017). The primary goal of HiTOP is to capture 

biological, psychosocial, genetic, neuroscientific, and personality-related etiology of 

psychopathology, and use the information to bolster research and improve clinical practice. 

While its lower-order dimensions offer information about specific traits and symptoms, any level 

of the HiTOP model—no matter how specific—can be used to explain both etiology and 

outcomes of mental illness (Conway et al., 2019).  

Structure 

True to its name, HiTOP is composed of a series of hierarchical spectra (Figure 1), 

wherein higher-order levels are broadly inclusive and heterogeneous, and homogeneity increases 

with each level of specificity (Conway et al., 2019). The lowest-order dimensions in the HiTOP 

model consist signs and symptoms that an individual is experiencing, which are clustered 

beneath maladaptive traits and symptom components. These low-level homogeneous categories 

are difficult to study because of their specificity but are extremely useful in examining 
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similarities between individual cases. To illustrate, two clients presenting the specific symptom 

of performance anxiety would also share the same symptom component/maladaptive trait of 

anxiety, which is a characteristic of panic disorder and/or phobias, which both fall under the fear 

subfactor of the internalizing spectrum, and so forth (Kotov et al., 2017). Conversely, two 

individuals with the same DSM diagnosis (which are the next level in HiTOP, referred to as 

“syndromes”) of panic disorder would share higher-level spectra according to HiTOP, but may 

be completely different in terms of lower-level dimensions. Thus, those who share lower-order 

diagnoses (individual symptoms) will have much more in common.   

Compared to individual signs and symptoms, maladaptive trait variants and symptom 

components are easier to study both because they are less specific and because they are largely 

based in well-established, highly reliable models (Kotov et al., 2017). The MMPI-2-RF and the 

Five Factor form (FFF), an assessment of the empirically-studied and replicated Big Five 

personality traits—openness, conscientiousness, extraversion, agreeableness, and neuroticism—

along with 30 facet traits of the five-factor model, are both examples of assessments that measure 

for the presence of maladaptive trait variants (Lee et al., 2017). When examining the relationship 

between personality and psychopathology, it is crucial to note that in a clinical psychiatric 

context, “personality” refers to traits that are genetically predisposed, or components of 

temperament. Moreover, it is not the presence of any one trait that predicts psychopathology but 

the presence of maladaptive (dysfunctional) variants of these traits. Structural analyses have 

derived a total of 23 specific traits and/or symptom components that fit within the HiTOP model, 

based on assessments of these personality traits and how their exhibition influences vulnerability 

to disorders (Kotov et al., 2017). 
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The disorders listed in the DSM fall into the syndrome category, and symptoms span 

across multiple syndromes rather than characterizing individual disorders. According to the 

HiTOP consortium, the syndromes share names with DSM disorders for the sake of convenience 

and comprehension, not necessarily because of similarity to DSM criteria (Kotov et al., 2017). 

Symptoms are grouped into syndromes and assessed based on genetic predispositions, which can 

be determined through genetic testing, rather than arbitrary categories (Ruggero et al., 2019). 

The HiTOP model recognizes and directly incorporates similarities between disorders, whereas 

the DSM contains no such mechanism. Syndromes are grouped based on high correlations 

between their symptoms, and although they have aspects in common, distinctions between the 

disorders are crucial in order to capture individual psychopathologies in specific enough terms. 

Despite this dimension having the most in common with the diagnoses found in the DSM, this 

level of taxonomy is actually the least understood (Kotov et al., 2017) of the spectra.  

Each syndrome (with the exception of bipolar disorder) can be grouped into a subfactor, 

or a class of disorder designed to narrow higher-order spectra. Subfactors are groups of disorders 

that are distinct from one another yet share interrelated symptoms (Andrews, Pine, Hobbs, 

Anderson, & Sunderland, 2009), and are highly (albeit not universally) replicated in empirical 

research. For example, GAD, MDD, and PTSD all fall within a subfactor of the internalizing 

higher-order spectrum called distress, which is at least partially predicted by genetics-based Big 

Five personality traits neuroticism and extraversion (Brown & Barlow, 2009). Likewise, OCD, 

panic disorder, and specific phobias also fall under the internalizing spectrum, but within the 

subfactor of fear. Internalizing fear disorders and internalizing distress disorders are often 

comorbid with one another, but more correlation is found between syndromes within the same 

subfactors (Kotov et al., 2017).  
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Subfactors of newer spectra, such as thought and detachment, have yet to be determined 

because while thorough, HiTOP is still very new, and there is much research to be done to fill in 

blanks. If subfactors exist, they will be uncovered with time and additional research (Kotov et 

al., 2017).  

In earlier research about dimensional models, two main higher-order spectra were 

identified: internalizing and externalizing, but the number has since increased to six spectra, 

including internalizing, disinhibited externalizing, antagonistic externalizing, thought, 

detachment, and somatoform disorders (Kotov et al., 2017). Somatoform disorders were 

previously considered a subfactor of internalizing, and while there is evidence to suggest that it is 

an independent category, the spectrum is still somewhat of a gray area for the HiTOP consortium 

(Lee et al., 2017). As previously clarified, these spectra are structured around latent liabilities of 

certain traits—internalizing disorders, for example, are characterized by genetic predispositions 

to neuroticism, or negative emotionality (Lee et al., 2017)—and are empirically supported by 

genetic (Kapur et al., 2012), neuroscientific (Sharma et al., 2013), clinical (Pianowski, Carvalho, 

& Miguel, 2019), and personality (Lee et al., 2017) research. Each spectrum shows strong 

correlation with at least one Big Five personality trait, which means there is empirical support for 

these categories. The only exception is the thought disorder spectrum, although this may be due 

to the omission of the psychoticism trait (present in other empirical personality models, such as 

the three-factor model) from the five-factor model (Kotov et al., 2017).  

This level of taxonomy has been known to account for pathways between life stressors 

(such as divorce, discrimination, financial hardship, or natural disasters) and the development of 

syndromes—the severity of one’s internalizing factor, rather than a narrow set of diagnostic 

criteria such as that present in the DSM, is more likely to predict whether or not an individual 
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will become depressed and/or traumatized following an intense stressor (Liu & Alloy, 2010). 

Likewise, those whose internalizing factors are severe are more likely to encounter stressful life 

events, indicating a bidirectional relationship.  

The highest-order spectra, dubbed “super spectra,” represent a general liability for 

psychopathology, sometimes referred to as the p factor in the field (Conway et al., 2019). This p 

factor represents an underlying liability present in all of psychopathology, regardless of 

symptomology. The p factor represents the continuum between normality and pathology, and 

represents the common genetic underpinnings shared by every clinical population, from those 

with moderately high levels of a single maladaptive personality trait to those diagnosed with a 

severe disorder, with comorbidities all over the spectrum.  

 

Figure 1. The working model of the Hierarchical Taxonomy of Psychopathology 

(HiTOP). For a more detailed diagram, see Appendix A. Taken from “The 

Hierarchical Taxonomy of Psychopathology (HiTOP): A dimensional alternative 

to traditional nosologies” by R. Kotov, R.F. Krueger, D. Watson, T.M. 

Achenbach, R.R. Althoff, R.M. Bagby…M. Zimmerman. (2017). Journal of 
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Abnormal Psycholology, 126(4), 454-477. Copyright 2017 by the American 

Psychological Association.  

To clarify, the new abbreviations introduced in Figure 1 are as follows: SAD, social 

anxiety disorder; PD, personality disorder; ODD, oppositional defiant disorder; ADHD, 

attention-deficit/hyperactivity disorder; IED, intermittent explosive disorder. As illustrated in the 

model, HiTOP’s dimensions grow more heterogeneous as orders grow higher, but lower-order 

dimensions serve to explain the variation between individuals contained within broader, higher-

order spectra. It is also important to note that unlike syndromes, subfactors, and spectra, 

symptoms/symptom components do not feed into any one category. While everyone who has 

OCD, for example, falls within the internalizing spectrum by default, not everyone who exhibits 

one or even a few of the symptoms for OCD (obsessive thoughts, for example) will be 

immediately diagnosed, as obsessive thoughts are also characteristic of eating disorders and PDs 

(American Psychiatric Association, 2013).  

Clinical Implications  

To demonstrate application of the HiTOP model in a clinical setting, I will revisit an 

earlier example: the diagnosis of a high school student with MDD who experiences symptoms of 

GAD and OCD. MDD, GAD, and OCD all fall under the internalizing spectrum, therefore the 

student may be diagnosed with high levels of internalizing, accompanied by a percentage that 

conveys a score of pathology relative to a normal population (Ruggero et al., 2019). To provide 

specific information to her doctor, who will be administering psychotropic medication, a 

clinician may include a list of prominent symptoms to accompany the diagnosis such as GAD 

symptoms, checking (OCD), pure obsessions (OCD), and lassitude (depression). With this 

information, the appropriate medication and therapeutic intervention could have been established 
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immediately, rather than after a few years of conflict. To contrast, a clinician using the DSM may 

diagnose this person with OCD, GAD, and MDD simultaneously. When sent to a doctor—may 

not necessarily be familiar with the patient—for medication, the doctor may assume the presence 

of all symptoms listed under each diagnosis in the DSM, or symptoms that are commonly present 

in other patients with the same diagnoses. Therefore, medication would be administered based on 

these assumptions rather than on the individual patient. The HiTOP model keeps diagnoses 

simple and easy to communicate, while maximizing the amount of patient-specific information 

available to other parties.  

As shown in the example, narrower and more homogeneous levels of the hierarchy such 

as syndromes can be addressed in more focused, in-depth interventions to properly treat 

individual symptoms (Ruggero et al., 2019). Evaluations of higher-order spectra require far 

fewer resources and may lend themselves to emergency cases, such as the assessment of a patient 

in the aftermath of a suicide attempt). Higher-order spectra can also aid in treatment research and 

the formation of public health policies because of their reliability, validity, and overall 

generalizability to the public (Ruggero et al., 2019). If treatment is based on broader dimensions, 

there is more room for personalization of therapeutic intervention because all specific 

information is gleaned directly from the patient/client, a sentiment that is exemplified by the 

success of transdiagnostic cognitive-behavioral therapy and improved prognoses over disorder-

specific cognitive-behavioral therapy (Al-Asadi et al., 2019). 

 Financial reimbursement and insurance Financial reimbursement is tied to a series of 

categorical diagnostic codes outlined in the ICD, which may prove problematic in the transition 

to a dimensional model. Ruggero et al. (2019) suggest that, while waiting for billing systems to 

adjust to dimension-based diagnoses, clinicians select the “unspecified” option in every group of 
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disorder in the ICD, allowing clinicians to fill in details about their cases while also providing a 

required code. The MMPI-2-RF may streamline this process as well by providing quantitative 

expressions of severity (Lee et al., 2017). To further contend with this issue, the HiTOP 

consortium’s clinical translation workgroup formulated a “HiTOP/ICD crosswalk,” which 

outlines which HiTOP-based diagnoses coincide with existing ICD diagnostic codes. If HiTOP is 

fully implemented as a diagnostic model, categorical diagnostic codes will not necessarily be 

precluded; there will just need to be more of them. So, rather than providing the diagnostic codes 

for several specific disorders such as MDD and GAD to insurance companies, clinicians could 

provide a code for a broader internalizing disorder and indicate subcategories if necessary.  

Barriers 

Despite HiTOP’s demonstrable efficacy, there are several hurdles to overcome before the 

model can be formally implemented in clinical settings. Already, clinicians are incorporating a 

dimensional approach into their assignments of transdiagnostic therapy interventions and 

assessments of symptomology (Kotov et al., 2017), but the DSM is still considered the core of 

psychiatric diagnosis. Most of the main critiques of HiTOP have been validated by the HiTOP 

consortium and are related to the model’s relative newness. These obstacles include a need for 

more research, the etiological uncertainty that plagues the field of psychiatry as a whole, and the 

difficulty of communicating a new model between entities that are accustomed to the 

straightforward diagnostic codes of the DSM and ICD. 

A need for more empirical research is something that the DSM and HiTOP have in 

common. While the DSM is nearly 70 years in the making and still has not strayed far enough 

from its original categorical style of classification, HiTOP’s very foundation is in hundreds of 

empirical studies across various disciplines within the field of psychology (Conway et al., 2019). 



CONUNDRUM OF COMORBIDITY  37 

 

Already, there is significant research asserting the superiority of the HiTOP model’s dimensional 

diagnoses over the DSM’s narrow criteria. This research is not only crucial in a clinical sense; it 

has real-world implications. For example, in one study, the internalizing distress subfactor of 

HiTOP was able to predict 34 percent of participants’ personal histories of suicide attempts 

(Eaton et al., 2013). While this figure may not appear striking, it is miles ahead of DSM-based 

prognoses, which accounted for a measly one percent of variance despite decades to hone and 

rectify these predictions. Whether or not suicide attempts are accounted for in an individual’s 

initial prognosis can quite literally be a matter of life and death, and between HiTOP and the 

DSM, HiTOP supplies clinicians with more accurate diagnostic abilities.  

Concerns about the ease of communication of dimensional diagnoses are typically related 

to groups of medical and insurance professionals, who are accustomed to and designed for 

categorical diagnoses. These worries have already been addressed through the establishment of 

“cut points” within diagnoses, so that dimensions retain their applicability yet can be tailored to 

suit the needs of each group of professionals (Ruggero et al., 2019). As for the issue of 

introducing a new model to the many parties involved in diagnosis and treatment of mental 

illness, time and training alone may be sufficient to overcome communication errors. Beyond 

that, there is no way to tell what help is needed unless issues can be directly observed and 

addressed.  

HiTOP’s constantly evolving nature should not be viewed as barring clinical utility, but 

rather as incentive for the field of psychiatry to follow suit and keep diagnostic systems up to 

date. Yes, HiTOP requires more research to incorporate various disorders, including 

developmental conditions such as autism spectrum disorder, and solidify existing components’ 

places in the hierarchy, such as the somatoform subfactor (Regier et al., 2013), but the field of 
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psychiatry as a whole thrives on constant discovery and progress. Models must evolve alongside 

research to prevent stagnation, as is the case with the DSM, and there is no one threshold of 

evidence a model must meet in order to be considered legitimate. The proposed model, HiTOP, 

outperforms the current diagnostic system in several areas because of its integration of new 

research, therefore consistent progress should actively encourage clinical implementation. 

Conclusion 

As the field of mental health powers toward individualized treatment plans, enhancement 

of communication between psychiatric, medical, and financial entities, and establishment of 

causal factors of psychopathology, diagnostic measures must reflect this progress by keeping up 

in terms of research and in the clinic. Presently, the field is rife with diagnostic errors that stem 

from the use of an outdated system. Later editions of the DSM do have bodies of research to 

support a categorical approach, but the research lacks reliability and validity, and is restricted by 

strict categories of disorders. Rather than studying clinical populations in search of homogenous 

syndromes, mental health researchers are restricted to identifying pre-established diagnoses. 

Whereas dimensional models such as HiTOP use empirical research and latent liability factors to 

formulate categories and syndromes, the DSM conducts research to justify using diagnoses that 

are based not in research, but on the consensus of experts from nearly 70 years ago. Simply 

reforming the DSM and tailoring it to include dimensional approaches is not nearly enough: if 

the DSM is to continue to serve as a diagnostic tool, a complete overhaul and reorganization is 

desperately needed. 

No issue highlights this need quite like the climbing prevalence of comorbidity in clients 

and patients across the planet. Depression and anxiety are cited more and more frequently due to 

their broad diagnostic criteria and the significant overlap between symptoms, to the point that 
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comorbidity is the rule rather than the exception (Kendler, 2013; Lee et al., 2017). When 

comorbidity is so common that two distinct entities become one, it begs the question of whether 

the problem lies within the diagnostic classification rather than the population. The DSM 

contains few exclusionary mechanisms that keep disorders distinct and leaves far too many 

crucial determinations about client health up to individual clinicians (as opposed to research, 

which can provide standardized answers with empirical support). Transdiagnostic symptoms are 

to be expected when mental health is involved, and a dimensional model incorporates comorbid 

disorders by allowing the broadening and narrowing of diagnostic criteria (focusing on a specific 

symptom for treatment or providing a diagnosis of “internalizing disorder” when symptoms 

transcend a single disorder category).   

The field of psychology is operating under a manual that serves its purpose of 

classification and communication, but at the cost of effective treatment and viewing patients as 

individuals. This is shown to have real, damaging effects on communication between 

professionals and on client care, which is why research on dimensional models such as HiTOP is 

essential. I am not necessarily arguing for an immediate elimination of the DSM—any overhaul 

is going to take both time and resources, and the field of psychiatry still struggles with the issue 

of how much empirical support is enough to justify new mechanisms of diagnosis. Implementing 

HiTOP or any other dimensional model would be no exception. 

Even if the Diagnostic Statistical Manual is the psychologist’s Bible, it is time to rethink 

its authority in the matters of health and safety in favor of a system that both acknowledges the 

inherent complexity of mental illness and more accurately. A thorough understanding of 

comorbidity and symptom interactions, as well as the implications that diagnostic models have 

on treatment, are key to providing high quality care to patients. Empirically tested dimensional 
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models such as HiTOP provide clarity on these issues and prioritize individual case management 

over ease of communication and diagnosis, all while maintaining ease of communication. This 

focus is why I am arguing for a transition to a dimensional model as our main tool for both 

psychological reference and psychiatric diagnosis. There is still a vast amount of research to be 

done—a clinical psychologist’s work is never finished—and HiTOP is still very young, but the 

approach shows significant promise and is easy to expand upon. Where mental health is 

concerned, we as a field should never be forced to sacrifice personalized and successful 

intervention for the sake of diagnostic simplicity. 
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Appendix A 

Detailed model of the Hierarchical Taxonomy of Psychopathology (HiTOP) 

 

Figure 2. Detailed working model generated by the Hierarchical Taxonomy of 

Psychopathology (HiTOP). The broadest spectra within the model are listed at the 

top of the figure, growing more specific moving down. Taken from: “A 

Hierarchical Taxonomy of Psychopathology can Transform Mental Health 

Research,” by C.C. Conway, M.K. Forbes, K.T. Forbush, E.I. Fried, M.N. 

Hallquist, R. Kotov,…N.R. Eaton, 2019, Perspectives on Psychological Science, 

14(3), p. 58. Retrieved from https://escholarship.org/uc/item/1p75b5bs#main. 

Abbreviations: ADHD, attention-deficit/hyperactivity disorder; BPD, bipolar 

disorder; GAD, generalized anxiety disorder; IED, intermittent explosive 

disorder; MDD, major depressive disorder; OCD, obsessive-compulsive disorder; 

ODD, oppositional defiant disorder; SAD, separation anxiety disorder; PD, 

personality disorder; PTSD, post-traumatic stress disorder.  

https://escholarship.org/uc/item/1p75b5bs#main
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Annotated Bibliography 

Al-Asadi, A.M., Klein, B., & Meyer, D. (2014). Multiple comorbidities of 21 psychological 

disorders and relationships with psychosocial variables: A study of the online assessment 

and diagnostic system within a web-based population. Journal of Medical Internet 

Research, 17(3).  

Al-Asadi, Klein, and Meyer (2014) examined whether online diagnostic tools would produce 

similar results to in-person diagnoses and whether rates of comorbidity would be similar, as well 

as relationships between comorbid anxiety/depression and variables such as quality of life, social 

support, quality of life, and demographic variables. While the goal of this study was not 

necessarily to explicitly support transdiagnostic models (such as HiTOP), that’s what it ends up 

doing. In the article’s introduction it states that more than 40% of people with one diagnosis of a 

mental disorder meet the criteria for another, which supports my claim that there is something 

wrong with the organization of mental disorders and that the categories, while easy to 

understand, are not discrete enough from one another. Furthermore, it provides evidence to 

support that individuals who are treated based on symptoms rather than diagnoses have improved 

prognoses, while those with comorbid disorders are more likely to experience suicidal ideation 

and less likely to have social support. This article is useful to me because it breaks down several 

comorbidities of specific disorders and explains symptomology, and then compares the 

prognoses to the prognoses of clients who have been treated using a transdiagnostic model.  

American Psychiatric Association. (2020). DSM history. Retrieved from 
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This source is simply a synopsis of the formulation of the DSM. Following World War II, the 

World Health Organization published the sixth edition of the International Classification of 

Diseases, which was heavily influenced by the Veterans Association’s attempts to account for 

the mental disorders faced by veterans. The introduction of mental disorders into the ICD 

inspired the APA to publish a variant of the document: the first edition of the DSM in 1952. The 

DSM, unlike the ICD, contained what was essentially a glossary of disorders intended for clinical 

use. Since then, each revision of the DSM has been an attempt to more accurately describe and 

define diagnostic criteria for mental disorders, and to increase the reliability and validity of each 

listed symptom. This article is incredibly useful to me as it reveals the origin and motivations 

behind each DSM revision: the goals have always been clinical usefulness and concise, universal 

language, but the lack of empirical testing before its formulation is why I am concerned about it. 

We are updating and re-inventing a system with no empirical basis, which is why I think that 

how we diagnose needs to be rebuilt from the ground up.  

Andrews, G. (2018) Internalizing disorders: The whole is greater than the sum of the parts. 

World Psychiatry, 17(3), pp. 302-303. 

Andrews (2018) describes the conceptualization of internalizing disorders as a group. In the 

current system of diagnosis, Andrews (2018) posits that diagnoses are based on whether 

symptoms are bad enough to be pathological or not, and the point at which they are considered 

pathological is arbitrary. This is why many psychologists, especially those working with the 

HiTOP consortium (a group of investigators who are specifically aiming to reform the system of 

diagnosis), believe that symptoms of mental illness exist on a spectrum rather than within 

discrete categories. Many members of the APA advocated for this approach’s inclusion in the 

DSM-5, and the final publication’s lack of inclusion caused uproar within the field. Furthermore, 



CONUNDRUM OF COMORBIDITY  50 

 

the article summarizes the results of several empirical studies, all of which support the 

hypothesis that treating for a subset of disorders (called internalizing disorders, based on a 

genetic liability to symptoms of depression and anxiety and high levels of neuroticism) provides 

better prognosis for clients than treating for individual disorders like Major Depressive Disorder 

(MDD) and Generalized Anxiety Disorder (GAD).  

Gavin Andrews is a professor in the School of Psychiatry at the University of New South Wales, 

as well as a practicing therapist with research interests in internalizing disorders and 

neurocognitive impairments. While it is a review of literature, the source is an objective 

summary of the research that has been conducted on the topic of internalizing disorders 

specifically. The article is informative in nature rather than persuasive, which I believe adds 

credibility. In my paper, I will use this article to focus in on the topic of internalizing disorders, 

as the comorbidity of depression and anxiety disorders is what I would like to assess. 

Borsboom, D., Cramer, A.O.J., Schittmann, V.D., Epskamp, S.E., & Waldorp, L.J. (2011). The 

small world of psychopathology. PLoS ONE, 6(11), 1-12.  

The main argument of this article is that comorbidity is not an issue that is caused by any one 

factor. Borsboom et al. (2011) point out two potential causes: firstly, that general negative 

affect—a cause of both MDD and GAD—can have genetic roots, and the manifestation of this 

broad symptom can have multiple manifestations (in HiTOP, this is addressed by the addition of 

broader categories like “internalizing disorder”). Furthermore, Borsboom et al. (2011) point out 

that having symptoms of one disorder can cause symptoms of another. For example, a person 

with MDD may have trouble sleeping, which is turn causes fatigue. Fatigue can lead to 

concentration issues and irritability, which are primary symptoms of GAD. Personally, I think 
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that distinction needs to be acknowledged by the diagnostic symptom, as the treatment plan for 

someone whose anxiety arises from MDD will differ from the plan for someone whose anxiety is 

genetic in nature. Borsboom et al. (2011) conducted an empirical network analysis of the current 

DSM-5 disorders and found that mental disorders are not categorical nor discrete, but a mix of 

both. While this does change my belief that a dimensional approach to diagnosis and treatment is 

superior to the current categorical approach, it reinforces my hypothesis that treatment needs to 

be on a case-by-case basis.  

Conway, C.C., Forbes, M.K., Forbush, K.T., Fried, E.I., Hallquist, M.N., Kotov, R., Mullins-

Sweatt, S.N.,…Eaton, N.R. (2019). A Hierarchical Taxonomy of Psychopathology can 

transform mental health research. Perspectives on Psychological Science, 14(3), 419-436.  

This article, spearheaded by members of the HiTOP consortium, describes how the HiTOP 

model can be incorporated into treatment of mental disorders. It also demonstrates how HiTOP 

has been applied in the research field, which will supplement my description of HiTOP’s uses in 

my paper and strengthen my argument about its effectiveness as a diagnostic tool and basis for 

research. I hadn’t previously considered the research implications of the DSM and HiTOP, and 

how researching internalizing disorders rather than MDD or GAD individually could help build 

upon the empirical data on which the field basis treatments.  

Kotov, R., Krueger, R.F., Watson, D., Achenbach, T.M., Althoff, R.R., Bagby, R.M., Brown, 

T.A.,…Zimmerman, M. (2017) The Hierarchical Taxonomy of Psychopathology 

(HiTOP): A dimensional alternative to traditional nosologies. Journal of Abnormal 

Psycholology, 126(4), 454-477.  
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This article was written by researchers that comprise the HiTOP consortium and who developed 

the model based on historical quantitative and research-based diagnostic models. While similar 

to other articles I have cited (it is written by the same authors, but is also from a couple of years 

ago, which shows the process by which the model has developed), it provides historical context 

of dimensional models of diagnosis and how exactly HiTOP was drawn from those models. It 

provides me with additional information about the model and with evidence of the model’s 

continuous evolution and refinement in its relatively early stages.  

Pincus, H.A., Tew, J.D., Jr., & First, M.B. (2004). Psychiatric comorbidity: Is more less? World 

Psychiatry, 3(1), 18-23.  

Pincus, Tew, and First’s (2004) article precedes the development of the HiTOP model. They 

argue that with each edition of the DSM, and therefore with the introduction of more disorders, 

the rates of comorbid disorders in those with diagnosed mental disorders increases. Increasing 

comorbidity is a double-edged sword: it allows for more in-depth clinical analysis, but also 

impairs clients’ prognosis and complicates their treatment plans. The main argument of the 

article is that diagnosis, assessment, and treatment of all mental disorders should be theory-based 

and rooted in empirical research rather than the consensus of experts in the field. The article 

suggests that if the field is to keep the DSM, that it includes comorbid disorders as distinct, so 

that someone with GAD has a different treatment plan than someone who has GAD and MDD 

together. The article also includes historical context of the DSM; specifically, how comorbidity is 

addressed. This article is useful to me because it provides historical context for the study of 

comorbidity, as well as supplementing my argument in favor of a dimensional approach from 

experts prior to and outside of the HiTOP consortium.   
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Pianowski, G., Carvalho, L.D.F., Miguel, F.K. (2019). Investigating the spectra constellations of 

the Hierarchical Taxonomy of Psychopathology (HiTOP) model for personality disorders 

based on empirical data from a community sample. Brazilian Journal of Psychiatry, 

41(2), pp. 148-152. 

Pianowski, Carvalho, and Miguel (2019) conducted an empirical study with a large sample size, 

therefore a representative sample (N=4,868). Participants answered a self-report inventory for 

adults that assessed for empirically based pathological personality traits (such as neuroticism, 

one of the Big Five personality traits) called the Dimensional Clinical Personality Inventory 2. 

When the data was collected, Pianowski, Carvalho, and Miguel’s (2019) hypothesis that the five 

spectra proposed within HiTOP (internalizing, disinhibited externalizing, antagonistic 

externalizing, detachment, and thought disorder) would be found was supported. This research 

directly contributes to the validity of the HiTOP model and supports the existence of these 

spectra within those with pathological personality traits (mental disorders), which I will 

definitely be able to use in my argument in favor of HiTOP as a diagnostic model and basis for 

treatment.  

Ruggero, C.J., Kotov, R., Hopwood, C.J., First, M., Clark, L.A., Skodol, A.E., Mullins-Sweat, 

S.N.,…Zimmermann, J. (2019). Integrating the Hierarchical Taxonomy of 

Psychopathology (HiTOP) into clinical practice. Journal of Consulting and Clinical 

Psychology, 87(12), 1069-1084.  

This article is not an empirical study, but an outline of the proposed HiTOP model directly from 

the HiTOP consortium. The article includes persuasive undertones that may bias any information 

about why HiTOP should replace the DSM as a diagnostic tool, so I will only use empirical 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6859953/
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studies in supporting my proposal of replacing the DSM with HiTOP rather than this article. That 

said, Ruggero et al. (2019) thoroughly outline their model and provide images of the spectra 

getting more and more specific, which I will also likely include in my study. This article is also 

useful because it provides citations to several empirical studies that undermine the effectiveness 

of the DSM—Ruggero et al.’s claims are not baseless, to say the least. Essentially, HiTOP is a 

model wherein individual disorders fall into wider categories, which fall on spectra, etc. This 

way, if an individual is exhibiting symptoms of multiple disorders, they can be treated based on 

the wider category the disorders fall into rather than both individual disorders, which may 

potentially ignore how they influence one another.  

 


